
ADVANCE  HEALTHCARE  DIRECTIVE FORM 
 

This Advance Healthcare Directive form, created as a courtesy by Marc Kress MD & 
Associates, consists of both a Healthcare Power of Attorney and a Living Will. This 
document expresses my wishes and instructions for medical care when I am unable 
to make medical decisions for myself. 

 
 

 

PART I: HEALTHCARE POWER OF ATTORNEY 
 

Part I allows you to appoint a person to make healthcare decisions for you when you 
are unable to make healthcare decisions for yourself. If you do not appoint a person in 
this Part I, the person(s) identified in 20 Pa.C.S.A. §5461(d) are authorized to make 
healthcare decisions for you. 

 

 
     

   B.         My Healthcare Agent 
 
    I designate the person below to be my healthcare agent: 
 
Name: ______________________________________________________________________ 
 
Street Address: _______________________________________________________________ 
 
City, State & Zip: ______________________________________________________________ 
 
Telephone: ___________________________         Cell Phone: __________________________  

 

 

Name:  
  

 
Telephone:  (  _._   
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PART II: LIVING WILL 
 

The following healthcare treatment instructions exercise my right to make my own 
healthcare decisions. These instructions are intended to provide clear and convincing 
evidence of my wishes to be followed when I lack the capacity to understand, make, or 
communicate my treatment instructions and I am permanently unconscious or in an 
end-stage medical condition. 

 

 Additional  Authority  of My Healthcare Agent 

  
 

 

       

  
 

  

 
 

   
 

 
 

 

     

 



 

 

 
B. Additional Information 

 
1. I indicate below whether I want nutrition (food) or hydration (water) medically 

supplied by a tube through my nose, stomach, intestine, arteries, or veins if  I 
have an end-stage medical condition or I am permanently unconscious and there 
is no realistic hope of significant recovery (initial your choice below): 

 
    I do want tube feedings to be given. 
    I do not want tube feedings to be given. 

 
2. If I designated a healthcare agent in Part I, I indicate below whether my 

healthcare agent must follow the instructions in this Part II if I am in an end-
stage medical condition or am permanently unconscious (initial your choice 
below ): 

 

   My healthcare agent must follow the instructions in this Part II. 
   My healthcare agent may use these instructions as guidance and 
override any instructions I have given in this Part II. 

 
3. I indicate below whether I want to donate my organs and tissues at the time of 

my death for the purpose of transplant, medical study, or education (initial your 
choice below): 

 
    I consent to donate my organs or tissues. 
    I do not consent to donate my organs or tissues. 

 
 

PART Ill: SIGNATURE 
 

  protects    and   from        

 
 

 

(Signature) 
 

healthcare providers). 

(Witness Signature) (Witness Printed Name) 

(Witness Signature) (Witness Printed Name) 


